The number of requests for euthanasia or physician assisted suicide increased in the first decade of registration in the Netherlands, but from 1995 onwards stabilised at about 5000 requests per year. The increase probably reflected the process of liberalisation in the early years, boosted by broad publicity on lawsuits and the foundation of the Dutch Society for Voluntary Euthanasia. Mainly due to the activities of this society the number of living wills has increased substantially over the years.
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National survey of medical decisions at end of life made by New Zealand general practitioners
Kay Mitchell, R Glynn Owens Several attempts have been made in New Zealand to liberalise laws prohibiting euthanasia. Surveys in other countries where legalisation of euthanasia was being considered have found illegal provision of physician assisted death.
1-3 However, none of these studies investigated the availability of palliative care services, which arguably make euthanasia unnecessary. 4 We investigated the prevalence of physician assisted death in New Zealand within the context of availability of palliative care services.
Participants, methods, and results
We obtained an English version of the anonymous questionnaire previously used in Dutch and Australian studies 1 3 and sent it to 2602 general practitioners. The general practitioners were in a commercially supplied address list, comprising 87% of the general practitioners in New Zealand in 2000. To retain consistency with previous studies, we sought details of medical decisions made for the last death attended in the preceding 12 months.
Of 1302 returned questionnaires, 1255 were usable. An interdisciplinary palliative care team was available in 1116 (89%) cases. Eleven hundred (88%) doctors reported attending a death in the past 12 months, and 693 (63%) had made a medical decision that could hasten death (table).
In 39 (5.6%) cases, death was attributed to actions consistent with physician assisted suicide or euthanasia. In 17 of these cases there was no discussion with the patient, and in 34 (87%) palliative care services were available (table). The doctor alone administered the drug in 13 cases, the nurse alone in 15 cases, the patient alone in two cases, and more than one person in eight cases; no information was available for one case.
Ninety four respondents (13.6%) reported final actions that were taken partly with the intent of hastening death. Fifty (53%) had not discussed this with the patient beforehand. A further 132 (19%) had withdrawn or withheld treatment explicitly to hasten death, 63 (48%) without discussion with the patient. Palliative care was available in over 85% of cases. Other actions were defensible under the principle of double effect-withholding or withdrawing treatment (55) or increasing medication to alleviate symptoms (373) knowing that death could be hastened (table) .
Providers of physician assisted death were significantly older and less religious than those who had made other medical decisions. No other significant demographic differences were noted.
Comment
Thirty nine respondents had provided some form of physician assisted death, and 226 had taken actions 2003;327:202-3 partly or explicitly with the intention of hastening death. These actions would be indefensible under the principle of double effect.
5 Our figures could be an underestimate of the number of physician assisted deaths as the phrasing of the question asked only about the last death attended. The fact that euthanasia is illegal in New Zealand could also have contributed to the low response rate (48%). Our results are consistent with research elsewhere.
1-3 The proportion of physician assisted deaths in which there was no prior discussion with the patient was higher than reported in the Netherlands, 1 but similar to that in Belgium and Australia. The intent to hasten death does not seem to be a consequence of the non-availability of palliative care. This suggests that palliative care did not meet patients' needs. We do not know whether this is because the best palliative care was not available or because even best care was insufficient to meet patients' needs. Either way, New Zealand requires greater commitment to the provision of quality palliative care or a re-examination of the legal framework that surrounds decision making at the end of life, or both.
Contributors: KM was the principal investigator of the study, which formed part of her PhD. RGO supervised the study. KM is guarantor. 
A good death?
My father's death was all set to be the best a hospital could offer. He'd been virtually bed-bound in hospital for the past 10 months, and everyone who worked on his ward knew him and knew what was happening. Everyone agreed that he should not be resuscitated in the event of cardiorespiratory arrest, and eventually we asked that he should no longer be given antibiotics in the event of infection. It was suggested that it was the excellent standard of nursing that had kept him alive so much longer than his body seemed to desire. The medical team got used to him taking up one of their precious beds and came to see that, as his condition deteriorated, he was unlikely to reach a nursing home. The nursing staff treated him well. The family waited 10 long months for him to die. We all knew the score.
The fateful day approached, and the clans gathered. I drove back early from a holiday in the Lake District, my brother flew home from overseas. As respiratory distress took hold, the morphine drip was set and my father gradually slipped into comfortable oblivion. We spent 48 hours by his bed waiting for that final moment of release.
But my father's last few minutes coincided with the early morning nursing handover, and just as he took his final breath, the nurse who'd known him longest came back to work after three days off. Just before "handover" she popped in behind the curtains of his cubicle, took one look at his colour and slapped a pulse oximeter on him. On finding it recorded no oxygen saturation, she fled in search of another that "worked." Not surprisingly, this too failed. She then dragged in the resuscitation trolley. In shock, I asked her what she was doing. "He's stopped breathing," she observed. Then she burst into tears, leaving the family to comfort her.
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